The treatment of chronic renal failure and the outlook for the patient have changed dramatically in recent years. Patients who would have died can now be maintained in reasonably good health by recurrent haemodialysis or by renal homotransplantation, either from living volunteer donors or from cadaveric sources. These new developments have thrown up new problems of management for the medical profession.
The early papers of Scribner et al. (1960) , Barber et al. (1963) , and Gutch et al. (1964) among others, referred to psychological factors briefly and in a relatively superficial way. Rather more extended and detailed accounts of psychological reactions to chronic dialysis were supplied by Brown et al. (1962) , Shea et al. (1965) . Wright et al. (1966) , , and Retan and Lewis (1966) . Abstracts have been published by Pollock (1967) on the emotional adjustment of patients after transplantation. and by Norris (1967) on personality factors in the performance of dialysis patients. Norton (1967) makes the point that the novelty of the procedure is in a large part responsible for the anxiety felt by patients and staff and that these issues are clearly in the process of resolution.
Commentaries on the psychological problems of renal homotransplantation have been concerned mainly with living donor selection, as, for example, those by Woodruff (1964) , Hamburger et al. (1964) , and Monnerot-Dumaine (1965) . Kemph (1966) drew attention to the unconscious resentment of donors to recipients, while Cramond (1967) described the development of a hostile dependency between recipients and donors.
Ethical and moral issurs concerning this whole field of dialysis and transplantation have been dealt with, notably by Lindholn et al. ( ), Scribner (1964 , Leake (1964) , and Schreiner and Maher (1965) , while a Ciba Foundation Symposium was almost entirely preoccupied with these problems (Wolstenholme and O'Connor, 1966) . This paper deals with some of the psychological issue involved in the management of 47 patients in chronic renal failure and of the problems of the psychiatric screening of 28 potential kidney donors seen at the Queen Elizabeth Hospital, Adelaide, South Australia.
Methods
The renal unit, opened in early 1964, provides recurrent haemodialysis for the State with its population of slightly over one million. Initially, only four places were available on the artificial kidney. The 
Initial Assessment Interview
The psychiatrist's initial role in the renal unit is to interview in depth each possible candidate for inclusion in the programme of dialysis or dialysis leading to transplantation. The interview attempts to delineate the personality structure of the patient, his or her strengths and resources, preferred patterns of ego defence, and the dynamics of family life as it has affected the patient. The clinical interview, which lasts for 90 minutes to two hours in one or two sessions, is supported by intelligence and psychometric testing (J.H.C.). The information is then assessed and attention is drawn to specific current problemsfor example, socio-economic difficulties, the presence of depression, and to family dynamics which may have significance in the ward setting. An example of this is a comment that a patient could be expected to relate better to the senior medical male staff than to the senior nursing female staff because of a close relationship in childhood and adolescence to the father after persistent rejection by the patient's mother, who had seen the patient as an unwanted child. (Burgess et al., 1967 
Selection of Donors
It has always been realized by workers in this field that if living volunteer donors were used they must be physically and mentally healthy, tree from undue pressure, and emotionally stable. There have been, however, some references in the literature to undesirable pressures being put on families to provide donors and of some long-term difficulties in later relationships (Holmes, 1964; Kemph, 1966; Cramond et at., 1967 In this programme, if potential donors are to be rejected on psychological grounds the decision is given to them by the surgeon (P. R. K.). They are not informed of the psychological grounds for rejection but are told there is an incompatibility to the patient. Provision is made for donors to withdraw at any time, the reason being kept confidential from the other members of the family. As a result of our follow-up of donors and recipients we are in no doubt that careful psychiatric and psychological screening is essential if undesirable sequelae are to be avoided after nephrectomy.
Follow-up of Recipients and Donors
This follow-up can be divided into two parts. Firstly, the process of adjustment to transplantation, and in particular to the relationship that develops between recipient and donor, is described. Secondly, the process of adjustment of recipients from living donors is contrasted with that of recipients of cadaver kidneys.
So far 19 transplantations have been carried out. Of these eight were from living donors; three of the patients have since died, but the others are alive and working, the longest survival being three years. One of the patients had a graft from a living donor, which was rejected, and later had a successful cadaver graft. Eleven patients have had cadaver grafts; two grafts failed and were rejected, and one of these patients has since successfully been regrafted from a cadaver. One of the cadaver patients has died and the longest survival is 19 months. We have followed up five pairs of living recipients and their donors. All these donors except one were blood or marital relatives of the patient. In four cases we have found evidence of a mutual hostile dependency arising. This has ranged from very marked in one case to minimal and transient in another. The paradigm appears to be that both donor and recipient become something of heroes for their extended family and local community. Both are seen together, both are congratulated together and praised for their courage. This natural reaction on the part of the environment serves to reinforce the sense of obligation on the part of the recipient towards the donor, and makes the donor prize his gift even more. As a result each becomes involved to meet the new and lowered income. Family members turn to the psychiatric social worker for help, so that counselling becomes an important matter. This means that the psychiatric social worker has to be a fully co-opted and informed member of the unit. A number of families required more than 100 hours of the social worker's time before the complex tangles of financial and legal affairs were sorted out. In the face of such a case-load the need for adequate finance for the staffing of such units must be well appreciated.
Summary
This paper has attempted to distil the many varied experiences gained over the past three and a half years. As programmes develop and numbers of patients and staff increase in the face of technical expertise, we must never lose sight of the complex emotional and social needs of the patient and his family.
The psychiatric management of 47 patients in chronic renal failure undergoing treatment with recurrent haemodialysis, leading in 19 cases to homotransplantation from both living donors and cadaveric sources, is described, as are the problems of the psychiatric screening of 28 potential donors. The psychiatric contribution includes the initial assessment interview, the provision of specific therapy as the need arises, the interpretation to the staff of the problems of transference and countertransference, and the follow-up of recipients and donors. Anxiety levels both for patients and for staff in the programme diminished as experience was gained over the three-year period and crises became fewer. Selection of living donors requires a dynamic understanding of interpersonal relations, since a hostile dependency may ensue. There is evidence that the total experience leads to a greater maturity in the patient who adapts best. As programmes develop and numbers of patients and staff increase in the face of technical expertise, we must never lose sight of the complex emotional and social needs of the patient and his family.
Our thanks are due to the members of the nursing and technical teams of the Renal Unit at the Queen Elizabeth Hospital, Adelaide, South Australia, who have been involved in this work since it began.
